MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63-—{)00958

DEPARTMENT OF PUBLIC HEALTH AND WELFAR
Repjstandi istrict N i Registration District N — e __Registrar's N __.3 STATE FILE NUMBER
i 0. rimary istration b L ——— ——Rogis sNo. . me.
DO NOT WRITE AME - - . -
ON THIS STUB NDED

1. PLACE OF DEATH 2. UsuaL IESlDE"ICE [Where deceased lived. If institution: Residence before
a. COUNTY Douglas SR ssouri > Doy glas admission)
b. CiTY (If outside corporete limits, give TOWNSHIP only) Lepgth of atay in c. CITY . Inside Limits
or o §tvot” oR
own Lincoln Township L'¥ e TN pyg Yo O No g

¢. FULL'NAME OF (if NOT in hospits!, give location) Inside iimil: d. STREET (¥ ide, give location} Reside on Form
HOSPITAL OR ADDRESS )

INSTITUTION Yes (0. No [ Route 3 Yes BR No [J
3. NAME OF DECEASED Flrst Middle Last 4. DATE Month Day Year

(Tvpeorprinﬂ ROSY Kummer Heinlein D?:T" Jan., 6, 196

5. SEX 6. COLOR OR RACE 7. Married [0 Never Married [J IB, DATE OF BIRTH | 9 AGE (last birthdey) |IF UNDER 1 YEAR | IF UNDER 24 HR
) Days Hours

VS 300
Rev, 4/59

o340
203‘{0:

DATE AMENDED

ite Widowed £] Diverced [ Months
10a. USUAL OCCUPATION (Give kind of work done | T0b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City end state or country) | 12, CITIZEN OF WHAT CO I

duri t rking.lifa, if retirad} - N
e mo s e 1 e 'wn_home Pawhatten., Chio USA
13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME v T_‘. NAME OF HUSBAND CR WIFE

unknown Kummer Unknown Wm. Heinlein
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address

{Yes, no, known) | (If yes, give war or dates. of. servi
Bl -l Bessie Brixey,R.3,Ava, M

[ ]
18. CAUSE OF DEATH (Enter only ona cause per lins INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

wmeoiate cause ) Died without Medical attention

DOCUMENT

DUE TC (b)

above cause (a),
stating the:under-
lying cause last. DUE TO {c)

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOQ DEATH but .nct relsted to the terminal -PART I1I. If  decessed was fsmale wes
. disease condition ‘given in PART {-(a) * thers & pregnancy in last 90 days.

'D\'ell []Noll:]Unknown
9. WAS AUTOPSY | 20, ACCIDENT  SUICIDE  HOMICIDE 705, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? ] a a
YES[J NOLT

20c. TIME OF Hour Month, Day, Year
INJURY a.m. R

AMENDMENTS ON THIS RECORD ARE AS  FOLLOWS
INSTEAD OF

- p.m. ) )
d. INJURY OCCURRED 20e. PLACE OF INJURY (#.g.,.in or sbout home, | 20f. CITY, TOWN, OR LOCATION
20d WHILE AT WORK farm, factory, street, office bidg., etc)
NOT WHILE AT WORK (] -

MEDICAL CERTIFICATION

— — her .
21. | attendsd the deceased from to—. and last 38w pjp, alive on ‘
- Desth. occurred at 8 10 qA M. : s on the date stated zbove, and to the best of my knowledge, from the causes stated.

22a. iﬁ; z f E 2 ; {Degres or'fz o} f ,:. 225. ADDNESS' W Z2¢. DATE SIGNED
., LOCATION (City, town, or county) :

23a. BURIAL, CREMATION, | 23b, DATE 23¢c. NAME OF CEMETERY OR C‘hEMATOR'I’ .
REMOYAL, ( i . . - .
Bur?Ei%ﬁ% 1=10-63 Ellison Rout“e 2 M%vgs,mﬁ-hs souri

24. FUNERAL DIRECTOR ~ ADDRESS 25. DATE RECD. BY LOCAL REG. |26 'E EE Z

Clinkingbeard Funeral H me,Ava, Mo, /| — F— & 3

{Licorned Embalmer's Statemant on Reverse Side)

USE BLACK INK
oR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

! hereby ceriify that the body whose name is fecorded on the_ reverse lside of this certificate was embaimed by me,

or by _ - : Student Embalmer No.

working under my personal supervision. . - ;
Student SigneM———_

Signatura of Student Embalmer - A '
Licensed Embalmer No. M
P. O, Addresﬂmt - }Ld

Note: The' above MUST. BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply
with the above constitutes grounds for revocation of license). . . :
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If-this body is not embalmed, fact should be so stated above. ™




